SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
VOLUNTARY CHILD SUPPORT/CONTRIBUTIONS FORM

Name of Applicant/Beneficiary:
To:

Address: Address of Applicant/Beneficiary:

Budget Group Number:

THE ABOVE-NAMED APPLICANT/BENEFICIARY HAS REPORTED THAT (SHE RECEIVED CASH CONTRIBUTIONSOR
CHILD SUPPORT FROM YOU. PLEASE COMPLETE THE ITEMS CHECKED BELOW AND RETURN THISFORM TO:
DEPARTMENT OF HEALTH AND HUMAN SERVICES

ADDRESS:
MEDICAID ELIGIBILITY WORKER'S NAME: DATE:

I. CONTRIBUTIONS
0 1. Do you give any money directly to ? OYesONo

0 2. For what purpose is the money given?

0 3. How much did you give? Month Amount Month Amount
Month Amount Month Amount

] 4. Isthis money agift?2CdYes [No Is this money aloan? COYes [No

] 5. If aloan, when do you expect to be repaid?

[I. CHILD SUPPORT
1. Are you the parent of ? OYesOdNo

O
0 2. Areyou giving any money for support of ? YesdNo

If yes, how much and how often?

1 3. Areyou giving support money on aregular basis? C1YesCINo

1 4. How long have you been giving support money?

] 5. How do you pay this money? (Check One) OBy Cash 1By Check [J Other

] 6. Towhom do you pay this money? (Check One) [da. Applicant/Beneficiary [b. Clerk of Court
] c. Department of Social Services [ d. Other Who?

0 7.How much did you give? DO YOU HAVE ANY PROOF OF PAYMENT, SUCH AS
Month Amount EIEYCeIiIPIT:?'\(I)OR CANCELLED CHECK S?
onth_____ Amoun o EASE ENCLOSE THELL THEY WiLL o
Month Amount

1 8. Do you have medical/hospital insurance on ? OYesOINo
If yes, tell us the company’s name

3 9. Do you have aDriver's License? [ Yes[d No  If yes, print your DL number

0 10. What is your Social Security Number? ; Date of Birth:

0 11. Where do you work? Name of Company:

Company’s Address:

Company'’s Telephone No.:

Your Signature: Your Telephone Number: | Date:

DHHSForm 1216 ME (Oct 2016)



SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES

. : . : Healthy Connections >.0
Notice of Non-Discrimination MEDICAID

The South Carolina Department of Health and Human Services (SCDHHS) complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. SCDHHS does
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

SCDHHS provides free aids and services to people with disabilities, such as qualified sign language interpreters
and written information in other formats (large print, braille, audio, accessible electronic formats, other formats). We
provide free language services to people whose primary language is not English, such as qualified interpreters and
information written in other languages. If you need these services, contact Janet Bell, ADA and Civil Rights Official,
by mail at: PO Box 8206, Columbia, SC 29202-8206; by phone at: 1-888-549-0820 (TTY: 1-888-842-3620); or by
email at: civilrights@scdhhs.gov.

If you believe that SCDHHS has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with the Civil Rights Official using the
contact information provided above. You can file a grievance in person or by mail or email. If you need help filing
a grievance, we are available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201 or by phone at: 800-368- 1019, 800-
537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

Language Services

If your primary language is not English, language assistance services are available to you, free of
charge. Call: 1-888-549-0820 (TTY: 1-888-842-3620).

si habla espafiol, tiene a su disposicién servicios gratuitos de asistencialingtistica. Llame al
1-888-549-0820 (TTY: 1-888-842-3620).

sl e Jual), Ul &l 58 g 4 gl culaolusal) ciladd old 4 50<0Y) A3l s Apala) cliad cuils )
(1-888-842-3620 aSill s auall iila a8 ,)888-549-0280

Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-888-549-
0820 (TTY: 1-888-842-3620).

Ecnu Bbl roBOpUTE Ha PYCCKOM si3bIKe, TO BaM AOCTYMNHbI 6ecnnaTHble ycnyru nepeeoga. 3BOHUTE
1-888-549-0820 (TeneTann: 1-888-842-3620).

Néu ban n6i Tiéng Viét, c6 cac dich vu hd tr ngdn ngir mién phi danh cho ban. Goi sé 1-888-549-
0820 (TTY: 1-888-842-3620).

Se vocé fala portugués do Brasil, 0s servi¢gos de assisténcia em sua lingua estdo disponiveis para
vocé de forma gratuita. Chame 1-888- 549 0820 (TTY' 1-888-842-3620)

WREERAERET L, B UREERESZRIIRG . 35 5 F1-888-549-0820 (TTY: 1-888-842-3620)

Falam tawng thiam tu na si le tawng let nak asi mi 1-888-549-0820 (TTY: 1-888-842-3620) ah tang ka
pek tul lo in na ko thei.

GG ST gG! Srerdl @ Al STYH f2:e HORT 7 HIT HgraaT §ar] 3uasd g | 1-888-549-0820 (TTY: 1-888-842- 3620)
U i &L |

S0 & AFESHAI= 49, 0 X3 ME|AE FEE 0|85t &+ AEH CH 1-888-549-
0820 (TTY: 1-888-842— 3620)‘?_49% Hatal] FHAL.

Haka tawng thiam tu na si le tawng let asi mi 1-888-549-0820 (TTY: 1-888-842-3620) ah tang ka pek
tul lo in ko thei.

Si vous parlez francais, des services d’aide linguistique vous sont proposés gratuitement. Appelez
le 888-549-0820 (ATS : 888-842-3620).

@@ﬂmoon a3 o3peael, so1g) opeodieren oo O’)CO'S:T&&C\)WSO?l $ooé1m§og§or%c\%1, o
888-549-0820 (TTY: 888-842-3620)

TNFO; PG RIE ATICT P FCTI° ACAF LCEPTE N1% ALTHP T HHIBAPA: OL TUtAD- 2TC LM 1-888-549-
0820 (09Tt ATASFD-:1-888-842-3620).

200005¢) 2082005 [g&er00m: 63 elgpdlon 920000002 300p3p81 20831 20E §390305
Bodeaontgabeoidogdi ©8:80105 888-549-0820 (TTY: 888-842-3620) a3 eal &30l

South Carolina Department of Health and Human Services Better care. Better value. Better health.
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